Application For Group Insurance

Visit our Web site at anthem.com

Anthem 2@

Life and Disability products underwritten by Anthem Life Insurance Company

Independent licensees of the Blue Cross and Blue Shield Association Anthem Blue Cross And Blue Shield is the trade name of Anthem Health Plans, Inc
®' ANTHEM is a registered trademark. The Blue Cross and Blue Shield names An independent licensee of the Blue Cross and Blue Shield Association.
and symbols are registered marks of the Blue Cross and Blue Shield Association ®Registered marks Blue Cross and Blue Shield Association.

D833 2/08



The definitions listed below apply only to Health Coverage, and are for informational purposes only. For
additional information, please refer to your Group Health Care Benefits Contract, Subscriber Agreement
or the Evidence of Coverage.

DEFINITIONS

ELIGIBLE EMPLOYER: An Eligible Employer is either a Corporation, Partnership, or Proprietorship that is
actively engaged in business, in the State of Connecticut. The majority of employees must have worked at least
50% of the work days during the preceding year, and must be employed within the State of Connecticut.

ELIGIBLE EMPLOYEE: An Eligible Employee is defined as a full-time employee of the employer. In order to
qualify as a full-time employee, the employee must be actively at work and working at least 30 hours per week
on a regularly scheduled basis unless a higher number of hours per week is required by the employer. Temporary
employees and seasonal employees are not eligible for coverage.

ELIGIBLE DEPENDENTS: a. An Eligible Employee’s spouse under a legally valid existing marriage.
b. An unmarried, dependent child of an Eligible Employee, to age 19, or an unmarried, dependent child between
the ages of 19 and 23 who is a full-time student at a recognized college, university or trade school. Child includes
a natural child, a legally adopted child or a child legally placed for adoption, a step-child who lives with the
employee, a child supported by the employee pursuant to a valid court order, or a child for whom the employee
is legal guardian.

EXCEPTION FOR NEWBORN: Newborn children are automatically entitled to coverage for the first 31 days
following birth. If no additional premium is due Anthem BCBS, a completed Enrollment and Membership Change
Form must be submitted to Anthem BCBS within a reasonable amount of time following birth in order to continue
coverage without interruption.

If additional premium is required, a completed Enroliment and Membership Change Form must be submitted to
Anthem BCBS within 31 days following birth in order for coverage to be continued without interruption.

ACTIVELY AT WORK: The term Actively At Work means the employee must: work at the employer group’s
place of business or at such place(s) as normal business requires; and perform all the duties of the job as required
of a full-time employee working 30 or more hours per week on a regularly scheduled basis.

WAITING PERIOD: Means a period of time that must pass before an employee or dependent is eligible to enrall
in the plan. The Anthem BCBS standard waiting period allows for new hires to be eligible to enrcll for coverage
following 30 days of continuous "actively at work employment." Generally new hires and their dependents who
apply for coverage more than 31 days from the date first eligible will be considered a Late Enrollee.

EFFECTIVE DATES: New hires and their dependents will be effective the first of the month following completion
of the waiting period. Effective dates for new hires may be deferred if all required data is not received, or is
incomplete.

*PRE-EXISTING CONDITION: (Required for Small Employer Groups 1-50) A condition for which medical advice,
care or treatment was recommended or received within the Pre-Existing Condition Period, as specified in the
Schedule of Benefits.

*PRE-EXISTING CONDITION PERIOD: A period of time immediately prior to the effective date of coverage.

BENEFITS EXCLUSION PERIOD: A period of time during which no benefits will be provided for a pre-existing
condition. Prior creditable coverage can reduce the length of a benefit exclusion period. We will request a certificate
of prior creditable coverage from you regarding your previous health care plan if necessary.

OPEN ENROLLMENT PERIOD: The term open enrollment period means the period of time during which an
employer group allows employees to select group health coverage. Open Enrollment does not apply to life
coverage.

*These provisions are not applicable to HMO products.
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Anthem Blue Cross and Blue Shield

By supplying the information requested in this Application, the Applicant applies for one or more of the group health benefit plans
offered or administered by Anthem Blue Cross and Blue Shield, (the "Company"). The Company shall not be bound by any term or provision
herein. The Company shall not be obligated to issue any insurance coverages or begin providing any benefits administration or services
to Applicant or any eligible person(s) until all required information is submitted. Such information must be approved by the Company in
writing by an authorized employee at its home office in North Haven, Connecticut.

If the Applicant qualifies as a Small Employer as defined by State of Connecticut Insurance law, medical underwriting evaluation is
required by the Company.

Firm Number - Requested Effective Date
(subject to approval by the Company)

Coverage applied for [ Medical/Bx O Dental O Vision O Lfe O Employee Assistance Program (EAP) O Other
FIRM INFORMATION

1. Exact Legal Name of Firm

D.B.AJAKA.
2. Legal/Corpaorate Address of Firm
Street
City County State Zip
Mailing Address of Firm (if different from above)
Street
City State Zip
Telephone Number ( ) Ext. Fax Number ( )
3. Firm Contacts:
Benefit Administrator E-mail Address
i _ Telephone Number
Last Name First Name MI Title Fax Number
Street City State Zip
Additional Firm Contact E-mail Address
i _ Telephone Number
Last Name First Name MI Title
Street City State Zip
4, Billing Information:
Billing Contact: Telephone Number/Ext _ Fax Number
Last Name First Name M
Billing Address
Street
City State Zip

5. Organization Type: [ Corporation [ Partnership [ Sole Proprietorship [ Name of Association :

O Trustee U Union O Other Will you expect coverage to Will bargaining agreement
Standard Industry Code (SIC): reflect the outcome of collective participants be considered
bargaining? eligible employees?
UYes UNo OdYes ONo
Subsidiaries/Division to be included: List name, location, and number of employees at each location.
Are separate billings required for subsidiaries? UYes [ No Forclasses? [Yes [No (lfyes, attach detailedinformation)
6. Federal Tax |dentification Number _____ 7. Business Effective Date _____ 8. Current Ownership Date
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9. Firm Relationships (Please indicate any relationships with other Firms):

Firm Name Relationship Type Relatianship Effective Date Currently Caovered By Anthem BCBS
a
a
a
ELIGIBILITY
10.  Eligibility: Please indicate the total number of Employees:

Woarking at locations outside of Connecticut
Working at locations outside of Maine
Number Meeting Hourly Requirement - Warking at locations outside of New Hampshire
Not Actively at Work
Covered by COBRA or C.G.S.38a-538
Of the Employees enrolled in Anthem BCBS, please state
Covered by Management-Labor Contract - the number enrolled in:

Total Eligible for Anthem BCBS Coverage Anthem BCBS ~ _____ Dental
BlueCare Medicare Supplemental

Total Number of Employees

Covered by Taft-Hartley

Covered by Spouse’s Insurance

ADDITIONAL INFORMATION
11.  Additional Information:
List each prior medical carrier and last date of coverage for the last three years: 1.

2 3.
List each prior vision and/or dental carrier for the last 12 months: 1.
2, 3.

Name of prior carrier(s):

Coverage Termination Date:

Please attach final bill from prior carrier.

12. Nature of Business (Supply details of service or product, manufacturing materials used. Describe any hazards.):

13.  Open Enroliment Period(s): Scheduled from to Scheduled from o

14. Is your Health Benefit Plan subject to ERISA? dYes [ No

15.  Employee Contributions: Employee $ or % Frequency
Dependent 8 or % Frequency

16. Please indicate if your Firm's Waiting Period is other than the standard waiting period (See Definition)
(Please be specific): [30days [ 60days [ 90 days [ Other

17. Union Information:
Union Number Union Name Next Negotiation Date Contract Effective Date Contact Person/Title

18. BENEFIT PLAN SELECTION(S)
Section A. Type of Funding (Check all that apply): O FULLY QO ASO QO MPP (O CONTINGENT (O SPLIT FUNDING O OTHER

Section B. Health and Pharmacy Plans

(1 PPO / Century Preferred (Plan: ) O BlueCare HMO (Plan: )
(1 Century Preferred Comp (1 BlueCare POS (Plan: )
O Comprehensive O BlueCare Access 10
1 Rx Option O Other

Rx
O Lumenos Health Savings Account (HSA)* (Plan: ) included

U Group will establish HSA, but does not want Anthem to facilitate via Mellon
O Include CASH incentives (available for self-funded groups only and requires the employer to provide HSA plan through a cafeteria plan)

O Include Gift Card incentives (available for fully insured groups)
*Requires completion of HSA agreement (all group sizes) and HSA addendum for groups of 51+

Provide e-mail address of firm contact in Box 3:

O Lumenos Health Reimbursement Account (HRA)* (Plan: ) included
*For Fully Insured Health Plans, requires completion of HRA Agreement and Banking Authorization

O Lumenos Health Incentive Account (HIA) Plus (Plan: ) included
O Lumenos Health Incentive Account (HIA) (Plan: ) included
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Section C. Vision Coverage Applied for (indicate plan design and copayment): |Vision Plan Option | Copayment Rates
Attach signed copy of Anthem Vision rate plan.
O Employer Paid with Medical #Eligible _— #Enrolled | Plan A 1 $5.00/$0.00 Q 2 Tier
Q Employer Paid Stand Alone  # Eligible ________ #Enrolled ________ [Q Plan B g iw-ﬂﬂﬁﬂ-ﬂﬂ Bﬂ:g:
o 10.00/$10.00
O Voluntary #Eligible ____ #Enrolled g E:an g 0 $15.00/815.00 0 Other
an () $20.00/$20.00
O Other
Section D. Dental Coverage Applied for: Benefit Percentage | Deductible Annual Max.
Attach signed copy of Anthem Dental proposal. Employee/Family
O Employer Paid with Medical #Eligible ____ #Enrolled ____ [Typel |1 $0/50 0 $750
Q Employer Paid Stand Alone  # Eligible __ #Enrolled [ Typell | $25/875 0 1,000
Q Voluntary #Eligible ___ #Enrolled ____ [Type Il 0 $50/8150 Q $1,500
4 Ortho Life Time Maximum $ Type IV ____ U $2,000
as / as

Section E. Dental and Vision Contribution and Enroliment Requirements

Employer Paid Vision has a minimum employer contribution of 25% of the employee single premium and a minimum participation of 75% of eligible employees.

Voluntary Vision has no minimum employer contribution. The minimum participation for Voluntary Vision is 20% of eligible employment.

Enrollment guidelines vary by state so please refer to the specific guidelines from your Anthem Blue Cross and Blue Shield Representative or your Producer/Broker.
Employer Paid Dental has a minimum participation requirement of 100% of eligible employees for groups of 5-9 lives and a minimum participation requirement of 75% of
eligible employees for groups of 10+ lives. Enrollment guidelines vary by state. Voluntary Dental has no minimum employer contribution. Minimum participation for Voluntary
Dental varies for group size. Please refer to the specific guidelines from your Anthem Blue Cross and Blue Shield Representative or your Producer/Broker.

Section F. Dental and Vision Dependents

Unmarried dependent children are covered until the end of the month in which they become 19, or 23 if unmarried and financially dependent upon the parent.
Other eligibility (not available for Employers with less than 51 employees)

Section G. Employee Assistance Program (EAP) Coverage Applied for:
O Basic EAP O Enhanced EAP/4 sessions O Enhanced EAP/6 sessions Number of Employees enrolled in EAP:
EAP will be billed separately from health. Please select from the following billing cycles: O Annually 3 Quarterly O Monthly

EAP Contact:

Telephone Number:

Fax Number:
Section H. HMO New England Over Age 65 Health Insurance INDIVIDUAL RATES
QO HMO Blue New England Group Retiree Plan: u $
O Blue Choice New England with optional Drug Benefit O_______ O Copays 3
(1 Access Blue New England Hospital O High Option Over 65 $
Professional Q Plan 81 U Plan 82 3
Major Medical Deductible Q $100 O $200 3
Section .

No agent may set an effective date; make, modify or waive any term or provision of any contract or policy of insurance for the Company; or extend
the time for premium payment without the written agreement of the Company. Such agreement must be signed by an officer or authorized employee
of the Company at its home office (in North Haven, Connecticut, Partland, Maine; or Manchester, New Hampshire).

Attached is a check or money order in the amount of § This is advance payment of premium toward the coverage for
which this Application is made. If this Application is accepted by the Company at its home office, and if the advance payment is more than the
first premium due, the excess will be applied to the next premium due under the insurance policy. However, the Applicant may opt to have the
excess premium returned. If this Application is not accepted by the Company, or if insurance coverage does not become effective, advance payment
will be returned to the Applicant. Cashing of advance payment by the Company shall not constitute acceptance of this Application. A completed
copy of this Application, signed by the agent, shall serve as evidence to the Company of advance payment.

The Company reserves the right to set all premium rates for insurance coverage in accordance with its underwriting rules and other applicable
requirements.

The Applicant understands that false and/or incomplete responses or statements may result in rescission of coverage and/or non-payment of claims.
The undersigned Employer hereby certifies, to the bhest of its knowledge, and belief, the information herein is true and complete.
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19. Anthem Life Insurance - to be completed if purchasing life and/or disability coverage.

SECTION A. APPLICANT INFORMATION
REASON FOR (1 New Application
APPLICATION 1 Change of Benefits

(1 Change of Address
1 Reinstatement

REQUESTED
EFFECTIVE DATE

If applying for life and/or disability coverage, has your group been turned down for coverage in the last 12 months? 1 Yes

O No If yes, by whom, when, and why:

The benefits you have selected are outlined on the attached proposal, herein incorporated by reference.

O Basic Life  Dependent Life  Supplemental AD&D Q Long Term Disability O Other:

] Basic AD&D 1 Supplemental Life (1 Short Term Disability 1 Voluntary Group Term Life U Other:

SECTION B: ELIGIBILITY AND WAITING PERIOD
Eligible full-time employees must work at least 30 hours per week (20 hours per week for VSTD & VGTL coverages) must be actively-at-work,
and must satisfy any applicable eligibility waiting period.
The waiting period for individuals employed on or before the effective date will be:
d none a days continuous employment Q first premium due date following
The waiting periad for individuals employed after the effective date will be:

days of continuous employment

Q none a days continuous employment Q first premium due date following days of continuous employment
Does any class have a different waiting period? QO Yes QO No If yes, please describe:
SECTION C: CONTRIBUTIONS
Group contribution percentage for life insurance products:
Basic Life —% Dependent Life  _% Supplemental AD&QD ___ % Long Term Disability %
Basic AD&D % Supplemental Life % Short Term Disability % Voluntary Group Term Life %
Other: % Other: %

Does any class(es) have a different group contribution? O Yes U No If yes, please describe:

SECTION D: ACTIVELY-AT-WORK REQUIREMENTS

The employees listed below are not presently actively-at-work and/or are not expected to be actively-at-work on the requested group effective date.
Anthem Life may make an exception and assume liabhility, subject to Underwriting approval, for certain employees. Unless this exception is applied
for and granted as indicated below, they will not be covered until they return to active work. To qualify for this exception, the following conditions
must all be satisfied. 1) The employee’s absence must be due to illness or injury. 2) The employee must be cavered by the priar carrier on the date
immediately prior to Anthem Life's effective date of coverage for your group. 3) The employee must not be eligible to have coverage continued or
extended by the prior carrier after that policy/contract terminates. In no event will the actively-at-work requirement be waived for coverage which
provides henefits due to total disability, such as short term disability, waiver of premium or extension of benefits. In no event will any increase in
coverage or any additional coverage become effective until the employee returns to work. Coverage approved below will end when your group’s
coverage under Anthem Life's policy ends or at the end of any time period shown below, whichever accurs first. (Attach additional sheet if
necessary.)

Name of Amount of | Date of [Date last Reason Date Expected Insured by  |Request Actively| Waiver Request| Underwriter
Employee Insurance | Birth |Worked [ Not Working To Return Prior Camrier | At-Work Waiver Approved Approval
QYes ONo|OYes ONo|[OYes ONo | OdYes ONo
QYes ONo|QYes ONo|QYes O No | OdYes ONo
QYes ONo|QYes ONo|QYes O No| OdYes ONo
QYes ONo|OYes ONo|[OYes QNo|dYes ONo
SECTION D. VOLUNTARY GROUP INSURANCE
Mode of Payment Q Payroll Deduction QO Quarterly Q Semi-Annual Qa Annual For VGTL: Is Accidental Death included?

If payroll deduction, bill: Q0 1/12 Annual Qa Special Frequency ad Yes O No

SECTION E. AUTHORIZATION (Read carefully hefore signing)

The undersigned employer and/or authorized representative on page 4
hereby requests that it be approved for insurance coverage through
Anthem Life Insurance Company (Anthem Life). Employer understands
and represents to the best of his knowledge and belief the following, and
if approved for coverage, agrees by payment of the required premiums;
and the authorized representative cerfifies on bhehalf of the employer:

2. To make the insurance coverage available to all eligible employees
and their eligible dependents and to distribute information and
documents to enrolled employees as needed,

3. To maintain records and furnish to Anthem Life or their designated
agent(s), any information required in connection with administration
of the insurance coverage;

1. To comply with all terms and provisions of the Group Contract(s)
issued, and trust agreements, if applicable, and also accepts
enrollment under the Anthem Life trust policylies), if applicable;

4. To provide notice of applicable conversion rights to eligible
employees and eligible dependents;
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SECTION E. AUTHORIZATION (Read carefully before signing)

5. That approval for this insurance may cancel any prior contracts/or event, Anthem Life shall notify the employer of such differences,
coverage with Anthem Life effective immediately preceding the and by payment of the appropriate premiums, the employer will
effective date of the employer's coverage, accept the coverage as issued,

6. To pay Anthem Life by the premium due date, the premiums an 11. The premium rates calculated for the employer are contingent,
behalf of each member covered under the contract, unless based upon the accuracy of the eligibility data submitted on
otherwise stated in any financial agreement between the parties, employees and covered dependents to Anthem Life by the
to submit applications of employees prior to their date of eligibility, employer. Anthem Life reserves the right to review such rates upon
to keep all necessary records regarding membership, receipt of all individual applications for employers’ employees and

7. That claims filed by or on behalf of members may, at Anthem Life's modify the rates, if the enroliment information so warrants. Any

misstatements on employees’ applications or failure to report new
medical information prior to the employees’ effective dates may
result in a material change to the groups’ coverage or premium
rate as of the effective date of coverage;

option, be suspended if premiums are not received timely;

8. Employer will receive, on behalf of members, all notices delivered
by Anthem Life, and immediately forward such notices to persons
involved, at their last known address, including certificates of

coverage; 12. The entire application for Group Insurance has been reviewed, and

all answers contained herein are true and complete to the hest of
the employer's and/ ar autharized representative’s knowledge and
belief;

All employees applying for coverage are employees of the
employer, receive salary or wages documented on state and/or
federal payroll reports, work full-time (unless otherwise approved
by Anthem Life in writing) and meet any other eligibility
requirements for coverage;

9. The advance premium check does not create temporary or interim
insurance coverage and that receipt and deposit of that payment
does not guarantee issuance of insurance coverage. Rather,
issuance of insurance coverage is expressly conditioned on 13.
Anthem Life's determination that the group is an acceptable risk
based on their current underwriting practices and procedures.
Unless these conditions are met, there shall be no liability on the
part of Anthem Life except to refund the payment. The employer
will be responsible for returning to individual employees any part 14.
of the payment contributed by those employees;

The requested coverage is not in effect unless and until this
application is approved by Anthem Life, that approval of coverage
shall be evidenced by issuing insurance contracts and/or policies
to the employer, and an emplayee’s coverage is not in effect unless
and until the employee applies and is approved for coverage hy
Anthem Life.

10. That in arder for Anthem Life to accept or decline this application,
all the information requested on this application must be completed.
In the event the application is not complete, Anthem Life, or its
designated agent(s), is authorized to obtain the necessary
information and to complete that information on this application.
The employer understands that the coverage issued by Anthem
Life may be different than the coverage applied for herein. In that

20. General Agreement

The undersigned Employer and/or authorized representative hereby request(s) that it be approved for insurance coverage through Anthem Blue Cross and Blue Shield. The
undersigned Employer by signing this Application agrees to be bound by the terms of the contract. Employer agrees:

ATTACH A CHECK FOR THE FIRST MONTH'S PREMIUM.

The requested coverage is not in effect until this application is approved by Anthem Blue Cross and Blue Shield, that approval of coverage shall be evidenced by issuing
insurance contracts and/or policies to the Employer. An employee’s coverage is not in effect unless and until the employee applies and is approved for coverage by
Anthem Blue Cross and Blue Shield;

That the advance premium check does not create temporary or interim insurance coverage and that receipt and deposit of that payment does not guarantee issuance of
insurance coverage. Rather, issuance of insurance coverage is expressly conditioned on Anthem Blue Cross and Blue Shield’s determination that the Employer is an acceptable
risk based on their current underwriting practices and procedures. Unless these conditions are met, there shall be no liability on the part of Anthem Blue Cross and

Blue Shield except to refund the payment. The Employer will be responsible for returning to individual employees any part of the payment contributed by those employees;

That in order for Anthem Blue Cross and Blue Shield to accept this application, all the information requested on this application must be completed. In the event the application is
not complete, Anthem Blue Cross and Blue Shield or its designated agent(s), is authorized to obtain the necessary information and to complete that information on this application.
The Employer understands that the coverage issued by Anthem Blue Cross and Blue Shield may be different from the coverage applied for herein. In that event, Anthem Blue
Cross and Blue Shield shall notify the Employer of such differences, and by payment of the appropriate premiums, the Employer will accept the coverage as issued.

Signature of Authorized Group Representative City/State where signed Date

Print Name of Authorized Group Representative Title of Authorized Group Representative

Name of Producer/Agent Signature of Producer/Agent Producer Address

Producer Number Tax ID Number to be paid Producer Phone Number/Fax Number Date

Agency Name (if applicable) General Agent (if applicable) Anthem Sales Representative
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